2 unit. There are also pertinent questions that need to be answered. These include, what has been the experience with the Program Implementation Plans (PIP) for which enormous amount of time has been spent by functionaries a t all the administrative levels? Have the PIP allocations reflected the local priorities? How much of such allocation has actually been released? Further and most importantly what proportion of the fund released has got translated into actual expenditure? Translation of outlays into effective outcomes largely depends on how effectively some of these issues are addressed.
The present paper addresses these issues in the context of Karnataka 2 , a low focus state in the ambit of the NRHM, taking the district as a unit of study. Health sector expenditure in Karnataka is briefly analyzed in section 1 to provide the backdrop. The issues relating to wide variation observed among the PIP, releases and expenditure that do not augur well for the sector's development are presented in section 2. This section also provides an analysis of program composition of expenditure in terms of Reproductive and Child Health (RCH) and NRHM additionalities as compared to Disease control and immunisation and their behaviour. The district wise allocations that are based on poor planning with the better off districts getting higher per capita benefits even while the backward districts are assigned a larger share in the total allocation are discussed in section 3. District level PIP, fund releases and expendit ure are analyzed in section 4 followed by concluding observations are presented in the last section.
Health sector expenditure in Karnataka:
Health expenditure in Karnataka as a percent age of total state budget, social services expenditure and Gross State Domestic Product (GSDP) as can be observed from charts 1-3 was small and declining until the launch of NRHM, after which there is an increase in the respective shares. Owing to the revenue shortfall experienced by the general economic recession the Budget Estimate for 2009-10 had an absolute decline. Despite the recent increase, there is need to step it up further given the stagnant health indicators and high inter district disparities in the health sector development. Two important issues raised in the context of enhancing health sector funding support to 2-3 percent GDP relate to a) apprehension that the state governments may not be stepping up the expenditure as envisioned in the NRHM mission (Berman et.al, 2010) b) there would be state fund fungibility (Duggal, 2009) in the sense state governments would substitute their health sector funding with that of Central funding.
The growth in health sector expenditure since the launch of NRHM reveals that (Table 1) (BE) There are certain areas of concern however, that there has been even an absolute decline in health sector expenditure caused by fiscal stress in the state, which is a rarity given the incremental budgeting practices adopted in the country. 
PIP, Release and Expenditure:
The PIP is an important bottom up planning strategy mooted by the NRHM to prioritise health intervention taking into account the grass root level felt needs of the health sector for the purpose of planned allocation. The s ituational analysis that serves as the basis for preparation of the PIPs is expected to guide informed prioritisation based on current levels of achievements. Logically speaking fund allocation has to be guided by such felt needs. Data relating to PIP estimates, releases and expenditure in Karnataka are analysed in table 2 (also chart 4)) detailing the flow of NRHM funds to
Karnataka from 2005-06 to 20010-11. The data pertains to the requirement of fund as represented by the PIP, amount released by the state and central governments. The PIP as mentioned earlier is a welcome practice introduced by the NRHM as it is supposed to channel resources to the health sector as per the needs. During the initial years of the NRHM there was a mismatch between the estimated plan allocation, release and expenditure. The data reveals that this has been taken care of to a certain extent subsequently as the serous variations that existed between the PIP estimate; release and expenditure have got reduced in the recent years. Yet another positive aspect pertains to the fact that there has been an increase in the allocation and expenditure under the NRHM which is welcome given the fact that government funding of the health sector in Karnataka has had a small share in the total expenditure w hich was also at times found shrinking. 
District wise distribution of NRHM funds
The NRHM seeks to provide accessible, affordable, accountable, effective and quality healthcare services, especially to the rural population and vulnerable groups throughout the state with special focus on the backward districts with weak human development and health indicators especially among the poor and marginalized groups like women and the vulnerable sections of the society. Given this broad focus, an attempt has been made in the present paper o study the district wise distribution of funding support to all the districts in Karnataka. It is well known that Karnataka is a combination of well developed and backward districts that can be compared with any developed country or Sub Saharan Africa in terms of human development indicators.
District level impoverishment and NRHM expenditure:
To analyze funding support under the NRHM as against the development of the health sector, the districts in Karnataka districts have been grouped under the following categories such as a) Below median income with higher than state level poverty, b) Above median income with lesser than state level poverty, c) Above median income with higher than state level poverty, d) Above median income with lesser than state level poverty. This will help in understanding the flow of funds vis-a-vis levels of impoverishment. Eight districts (Gulbarga, Raichur, Haveri, Gadag, Chitradurga, Bijapur, Bidar and Bagalkot) under the 'below median income with higher than state level poverty' category are the most needy districts and thus need greater funding support. On the contrary the districts under the 'above median income with lesser than state level poverty' category relatively need lesser support as per the NRHM objective of rendering special focus to the backward districts. While advocating larger resource support we understand that larger funding may not be the sole remedy to address the issue of under development, it needs to be coupled with allocative efficiency and effective spending in effectively resolving the problem of backwardness. Thus while enhanced funding is a 'necessary' condition to achieve the objective of bridging the regional inequalities, it is not a 'sufficient' condition. This is a serious cause for concern because it amounts to poor health expenditure planning and needs to be addressed as a top priority. Persistent f unding fallacies of this kind will accentuate regional inequalities rather than reduce. There are many other such instances in the distribution of fund among the districts indicating a clear anomaly in the effort to eradicate the inter district disparities. as the focus at the time of allocation is to merely allocate a larger share based on their backwardness, but to make the intervention more effective, the government has to take into account the need of the area which gets best reflected by the size of the population, age composition, disease profile, overall level of health development etc. The above analysis clearly points at the need not to merely enhance funding but also improve expenditure planning by the authorities concerned to achieve the targeted outcomes in a cost effective manner. 
District level PIP, Fund releases and expenditure:
The NRHM identifies the district as the core unit of planning, budgeting and implementation. PIP is a pioneering initiative seeking to link the funding requirements to local needs. The district health plan represents an amalgamation of field responses through (NRHM, Mission document, 2005) village health plans, state and national priorities for health, water supply sanitation and nutriti on. The extent, to which the health care financing is reflecting these needs and the fulfillment of the current felt requirements, needs to be verified at the grass root level for future policy refinements.
Graph 7: NRHM fund release, expenditure and utilisation rate (Averages of each category)
District level data relating to release and expenditure, expenditure as a percent age of utilization, per capita availability and expenditure and growth rates in release and expenditure are presented in table 5. The data is presented for the four categories of districts discussed above. Growth in NRHM funding during the reference period is generally observed to be higher in releases than in the expenditure, more so among the category of districts that belong to the category of most backward districts. The data reveals many disappointing aspects of expenditure planning and implementation. While this is evidence with reference to the aggregate expenditure, a disaggregated analysis by the important components of NRHM is even more revealing. These details are presented in tables 6
and 7 and Graphs 8 & 9.
The data clearly reveals a larger and increased focus on RCH and NRHM additionalities even times. Expenditure has barely crossed 50 percent of PIP that too with regard to items like immunization.
While providing for the entire planned estimate (there is also a need to check for over estimation) may be not feasible given the hard budget constraints, there is a dire need to provide adequate allocation for the basic health needs. The PIP could further be refined to list the priorities in the order of merit so that the funding helps enhance the allocative efficiency of health sector expenditure at the grass root level. (2007-08 & 2009-10) By way of summary, this paper reveals that, government financing of the health sector in Karnataka gives cause for concern because the sector has a very small share in GSDP and the state's revenue expenditure which also declined until the launch of the NRHM. There were also instances of absolute decline in the expenditure which is a rarity given the incremental budgeting practices that the Indian governments practice. Regarding NRHM funding to the state, wide variation has been observed among the PIP, releases and expenditure which does not augur well for the development of the sector.
Such deviations in the earmarking of planned funds defy the very purpose of stringent bottom up planning involving colossal manpower and financial resources to track the grass root felt needs. In addition such aberrations do not help the government in the achievement of professed outcomes. This is a serious lapse in NRHM implement ation and can seriously distort the effectiveness of public spending and to be taken care of in future.
The district w ise allocations reflect poor planning because the better off districts get higher per capita benefits even while the backw ard districts get a larger share in the total allocation. This amounts to the fact that bridging these gaps would require a much larger funding support to the backward districts than that is currently provided for. In terms of program composition too the backward districts seem to have better and increased funding support for RCH and NRHM additionalities as compared to Disease control and immunisation, in fact the latter two have received a declined share and at times declined absolute size. Unfortunately, some districts falling in this category get lesser per capita expenditure than the better off districts, despite getting a bigger share in total, is a serious issue of concern amounting to poor health expenditure planning and needs to be addressed on top priority.
Funding fallacies of this kind if persisted for long may augment regional inequalities rather than reduce.
There are many other such instances in the fund distribution among districts and is a clear anomaly in the inter district disparity bridging effort. To make the intervention more effective, the government has to take into account the need of the area which gets best reflected by the size of the population, age composition, disease profile, overall level of health development etc. The analysis clearly hints at the need not to merely enhance funding support but also improve expenditure planning by the authorities concerned to achieve the targeted outcomes in a cost effective manner. While providing for the entire planned estimate may be not feasible given the hard budget constraints, there is every need to provide adequate allocation for the basic health needs. The PIP could further be refined to list the priorities in the order of merit such that the funding helps enhance the allocative efficiency of health sector expenditure at the grass root level.These issues need to be addressed to get rid of the adversities in Karnataka's health sector.
